Affiliation Request Checklist

Program Affiliation Request

a. Nomination of Program Director

____ Program Director nomination form

____ Candidate’s Curriculum Vitae Form with detailed chronological list of

BLS teaching experiences to include a list of at least 8 BLS classes 
        taught, date and number of students

____ Copy of Candidate’s Training Site Faculty card (front and back)

b. Nomination of Program Administrator

____ Program Administrator nomination form

c. Program Information/Course Request

____ Complete MTN Affiliation/Reaffiliation Request Form
	MILITARY TRAINING NETWORK (MTN) CURRICULUM VITAE (CV) FORM

	
PURPOSE: To provide information about MTN Program Director (PD), Training Site Faculty (TSF), and Instructors of BLS, ACLS, and PALS Programs.

ROUTINE USES:  Documentation of teaching credentials for PD and TSF at training sites and MTN.  



	LAST NAME - FIRST NAME - MIDDLE INITIAL
	GRADE

	     
	     

	COMPLETE STREET ADDRESS

	     
     
     

	DUTY STATION OR EMPLOYER
	TELEPHONE(S)

	     
     
	     
     

	PRESENT POSITION, DUTY AND RESPONSIBILTIES

	     
     
     
     
     

	EDUCATION INSTITUTION
	MAJOR
	DEGREE
	YEAR
	OTHER

	     
     
     
     
	     
     
     
     
	     
     
     
     
	     
     
     
     
	     
     
     
     

	RELEVANT TEACHING EXPERIENCE AS AF, INSTRUCTOR-TRAINER (IT) OR INSTRUCTOR OF BLS, ACLS, PALS

	     
     
     
     
     
     

	MEMBERSHIP IN ORGANIZATIONS; PUBLICATIONS; AREAS OF SPECIAL INTEREST; AWARDS; ETC.

	     
     
     
     
     


MILITARY TRAINING NETWORK NEW BLS AFFILIATION REQUEST FORM

(For BLS New Programs Only)
	Unit Name
	     
	Phone: Comm
	     
	DSN
	     

	Mailing Address for MTN correspondence:

Unit / Office:      
Street Address:      
City, State, Zip:      
	Fax: Comm
	     
	DSN
	     

	
	Secondary contact (e.g. Education Office):      

	
	Phone: Comm
	     
	DSN
	     

	

	


	Program Director: 

	Name: 
	     
	Rank:      

	                     (Lastname, Firstname, MI)

	Phone:  Comm:
	     

	              DSN:
	     

	E-Mail:
	     

	Date of Appointment:
	     


* Annotate additional Affiliate Faculty on “MTN registered Affiliate Faculty” List
	Program Administrator:

	Name: 
	     
	Rank:      

	                     (Lastname, Firstname, MI)

	Phone:  Comm:
	     

	              DSN:
	     

	E-mail:
	     

	Date of Appointment:
	     


Check the type(s) of courses to be conducted:

	 FORMCHECKBOX 
 BLS Provider

 FORMCHECKBOX 
 BLS Provider Renewal

 FORMCHECKBOX 
 BLS Instructor / Instructor Trainer                 
	 FORMCHECKBOX 
 Heartsaver CPR

 FORMCHECKBOX 
 Heartsaver AED

 FORMCHECKBOX 
 Heartsaver Instructor
	 FORMCHECKBOX 
  Heartsaver AED with Ped CPR

 FORMCHECKBOX 
  Heartsaver CPR with AED                 

 FORMCHECKBOX 
  CPR in Schools (DoDEA only)


	Estimated number of cards for six (6) months:
	Instructor
	     
	Training Site Faculty
	     

	
	Healthcare Provider
	     
	Heartsaver AED
	     

	
	Heartsaver Instructor
	     
	Heartsaver CPR
	     


STATEMENT OF AVAILABILITY OF REQUIRED EQUIPMENT: 

                                        I CERTIFY THAT ALL EQUIPMENT IAW AHA INSTRUCTOR’S MANUAL IS AVAILABLE TO CONDUCT TRAINING.

                           
                             __________________________________________________                                              ____     ____

                            Commanding Officer/Unit Commander/Facility Director                                                Date 

SATELLITE(S) LIST

Point of Contact: 
	Satellite Name
	Complete Address
	Phone Number

	     
     
	     
     
	     

	     
     
	     
     
	     

	     
     
	     
     
	     

	     
     
	     
     
	     

	     
     
	     
     
	     

	     
     
	     
     
	     

	     
     
	     
     
	     

	     
     
	     
     
	     

	     
     
	     
     
	     

	     
     
	     
     
	     

	     
     
	     
     
	     

	     
     
	     
     
	     

	     
     
	     
     
	     

	     
     
	     
     
	     

	     
     
	     
     
	     

	     
     
	     
     
	     

	     
     
	     
     
	     

	     
     
	     
     
	     


INSTRUCTOR LIST

List all Instructors (I)/Insructor-Trainers (IT) including satellite personnel.  Please include date of American Heart Association Instructor Card Expiration Date.
	Name

Rank, Branch of Service, Corps
	Professional Licensure (MD, DO, CRNA, RN, EMT, etc.)
	Card Expiration Date

	     
     
     
	     
     
     
	     

	     
     
     
	     
     
     
	     

	     
     
     
	     
     
     
	     

	     
     
     
	     
     
     
	     

	     
     
     
	     
     
     
	     

	     
     
     
	     
     
     
	     


	     
     
     
	     
     
     
	     


MILITARY TRAINING NETWORK PROGRAM DIRECTOR (PD) NOMINATION FORM

 FORMCHECKBOX 
 ACLS
 FORMCHECKBOX 
 PALS
 FORMCHECKBOX 
 BLS


 FORMCHECKBOX 
 New
 FORMCHECKBOX 
 Renewal
 FORMCHECKBOX 
 Secondary

Instructions:  To be completed and sent to the Military Training Network with appropriate signatures.  The MTN Director approves nominations.  The Program Director and Program Administrator can not be the same individual due to the requirement for separation of duties.  Please refer to your MTN Handbook for more information.(Submit one nomination package for each discipline).
Name (with rank and title):      
Complete Unit Name and
     



Mailing Address:

     




     
Work Phone: Comm      
DSN      
Fax:      
Alternate Phone/Command Duty Phone: Comm      
DSN      

Work and/or home e-mail:      
Expiration date of current Training Site Faculty card:      
List the last 8 courses taught to include dates?       

List date taught Instructor or Instructor Renewal course:      
	MTN Program Director Commitment: As an MTN Program Director, I agree to uphold the program guidelines set forth by the Military Training Network and the American Heart Association.  I will maintain my instructor and Training Site Faculty commitments including teaching provider/instructor courses and monitoring instructors.  I also agree to strengthen the Chain of Survival and the mission of the MTN and American Heart Association within my community.  Attached is my Training Site Faculty Card (front and back) and Curriculum Vitae (CV)

________________________________________________


______________________

   Signature of Program Director Candidate




     Date


	Concur:

I concur and recommend this appointment.

_______________________________________________


______________________
          Signature of Commander/Commanding Officer




     Date


_______________________________________________
       Printed Name of Commander/Commanding Officer


MILITARY TRAINING NETWORK PROGRAM ADMINISTRATOR (PA) NOMINATION FORM

 FORMCHECKBOX 
 ACLS
 FORMCHECKBOX 
 PALS
 FORMCHECKBOX 
 BLS

Instructions:  To be completed then approved by the Program Director.  Send a copy of the approved form to the MTN.  The Program Director and Program Administrator cannot be the same individual due to the requirement for separation of duties.  Please refer to your MTN Handbook for more information.  (Use separate forms for each discipline)
Name (with rank and title):      
Complete Unit Name and
     



Mailing Address:

     




     
Work Phone: Comm           DSN     
Fax:      
Alternate Phone/Command Duty Phone: Comm           DSN     


Work and/or home e-mail:      
	MTN Program Administrator Commitment: As an MTN Program Administrator, I agree to conduct and follow the regulations set forth by the Military Training Network and the American Heart Association.  I will read the Military Training Network’s Administrative Handbook, and use it as the primary guide for my Program.  
________________________________________________


______________________
           Signature of Program Administrator Candidate




     Date


	Concur:

I concur and finalize this appointment.

_______________________________________________


______________________
          Signature of Program Director




                              Date

     
_______________________________________________
               Printed Name of Program Director


MILITARY TRAINING NETWORK INSTRUCTOR CANDIDATE FORM

Instructions:  To be completed by Instructor candidate with appropriate signatures.  Please complete one application for each discipline.  This form is internal and is not to be sent to the MTN.  

Name (with rank and title):      
Complete Mailing Address:
     







     




     
Phone:
     

Fax:      
E-mail:      
Type of Instructor Course? (Select One)    FORMCHECKBOX 
 ACLS          FORMCHECKBOX 
 ACLS-EP          FORMCHECKBOX 
 BLS           FORMCHECKBOX 
 PALS

Recommend renewal date of Provider Card in discipline in which candidate is seeking Instructor Status:
     
	Instructor Commitment:  As an AHA Instructor, I agree to teach at least four (4) courses in two years in accordance with the guidelines of the American Heart Association.  I also agree to strengthen and support the Chain of Survival in my community.

___________________________________________



________________________
             Signature of Instructor Candidate





      Date


	Verification of Instructor Potential:  I verify that this Instructor candidate has achieved a score of 90% or higher on the Provider written examination in the discipline for which he/she is applying and has completed at least one of the following options:

 FORMCHECKBOX 
 Has been identified as having Instructor potential during performance in a Provider Course

 FORMCHECKBOX 
 Has demonstrated Instructor potential during a screening evaluation

 FORMCHECKBOX 
 Has demonstrated exemplary performance of Provider skills under my direct observation

     
Printed Name

____________________________________________________
Signature of Training Site Faculty 


MILITARY TRAINING NETWORK UPGRADE CONFIRMATION FORM

This form is to be completed after the American Heart Association/Military Training Network Resuscitative Medicine 2000 Upgrade.   All requirements listed below must be completed before June 30, 2001.  Facilities that do not comply with the AHA/MTN requirements will automatically be placed on abeyance after June 30, 2001.

[image: image1.wmf]Check the box that applies

(FILL OUT ONE SHEET PER PROGRAM)

	BASIC LIFE SUPPORT

 FORMCHECKBOX 

	ADVANCED CARDIAC LIFE SUPPORT        FORMCHECKBOX 

	PEDIATRIC ADVANCED LIFE SUPPORT

 FORMCHECKBOX 


	UNIT:
	     
	DSN PHONE:
	     

	ADDRESS:
	     
	COMMERICAL PHONE:
	     

	CITY
	     
	DSN FAX
	     

	STATE
	     
	COMMERICAL FAX
	     

	ZIP
	     
	

	AFFILIATE FACULTY  WHO ATTENDED THE UPGRADE:

     
	AFFILIATE FACULTY E-MAIL ADDRESS:

     



Checked items and your signature below are confirmation that the following required new equipment/materials are available at your facility for courses taught by the New Guidelines

BASIC LIFE SUPPORT

 FORMCHECKBOX 
  BLS Instructor Tool Kit for BLS Healthcare Providers (2000 Edition) 

 FORMCHECKBOX 
  Instructor Manuals (2000 Edition)

 FORMCHECKBOX 
  Provider Manuals (2000 Edition)

 FORMCHECKBOX 
  Instructor's Took Kit for Heartsaver AED (1997-1999 Edition)

 FORMCHECKBOX 
  Bag-Mask Device (for pediatric and adult patients)

ADVANCED CARDIAC LIFE SUPPORT

 FORMCHECKBOX 
  ACLS Instructor Tool Kit (2000 Edition)

 FORMCHECKBOX 
  Instructor Manuals (2000 Edition)

 FORMCHECKBOX 
  Provider Manuals (2000 Edition)

 FORMCHECKBOX 
  End Tidal CO2 Detectors

 FORMCHECKBOX 
  Laryngeal Mask Airway (LMA)

 FORMCHECKBOX 
  Esophageal-Tracheal Combitube

 FORMCHECKBOX 
  Esophageal Detector Devices (EDD) 

PEDIATRIC ADVANCED LIFE SUPPORT

 FORMCHECKBOX 
  PALS Instructor Tool Kit (2000 Edition)

 FORMCHECKBOX 
  Instructor Manuals (2000 Edition)

 FORMCHECKBOX 
  Provider Manuals (2000 Edition)

 FORMCHECKBOX 
  End Tidal CO2 Detectors

 FORMCHECKBOX 
  Laryngeal Mask Airway (LMA)

 FORMCHECKBOX 
  Esophageal Detector Devices (EDD)

 FORMCHECKBOX 
  Bag Mask Device


 FORMCHECKBOX 
  AED or AED Trainer

(PLEASE SIGN ON BACK PAGE, BOTTOM OF INSTRUCTOR LIST)






















